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Abstract 
As a contribution to understanding the current situation of Aboriginal health this paper 
discusses the troubled dynamics between residents of an Aboriginal town in Queensland 
and the local health system. I argue that these dynamics were established at 
colonisation, consolidated during that period of Australian history where the policies of 
‘protection’ (segregation), integration and then assimilation governed their lives and are 
perpetuated in the present period. These national policy imperatives were realised in 
Queensland historically by an evolving legislative framework referred to by Murrisi  as 
‘the Act’. 
I demonstrate that the status of Aboriginal health is, in part, related to interactions 
between the residents’ current and historical experiences of the health and criminal 
justice systems as together these agencies used medical and moral policing to legitimate 
dispossession, marginalisation, institutionalisation and control of the residents. Thus, 
the criminal justice system, mainly in the form of the police, came to be seen as an 
extension of the health system.  
The punitive regulations and ethnocentric strategies used by these institutions are within 
the living memory of many of the residents or in the published accounts of preceding 
generations. This paper seeks to impart how the residents recalled their experiences of 
state institutions during this period and how current practices perpetuate them.  
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Introduction: Care or control? 
Western medical science being part of the oppressive system has always provoked in the native 
an ambivalent attitude… the compulsory visit to the doctor… is preceded by the assembling of 
the population through the agency of the police authoritiesii.  
 
During 1995 and part of 1996, I undertook an ethnographic study at Cherbourg, an 
Aboriginal town in south-east Queensland with a fluctuating population of around 1500 
to 2000 people. Attempting to turn the diagnostic arrows back to their source,iii one 
research question asked what dynamics occurred in the borderlands of institutional and 
community life to perpetuate the persistent, depressing statistical profile of Aboriginal 
health in terms of low life expectancy, higher morbidity for various chronic diseases and 
a marginal status across a number of social indicators such as education, income, 
employment, housing and so on.iv  
The methodology was grounded in phenomenology focusing on the world of everyday 
experience and on how people explained their situation to themselves.v During sixteen 
months of fieldwork, I lived at Cherbourg and used the method of participant 
observation among the residents and workers at agencies and services.vi For the first six 
weeks, I resided in the nurses’ quarters of the hospital where I interacted with staff. I 
also undertook some in-depth, audio-recorded interviews with key participants in the 
community. During our conversations residents consistently reflected on their history of 
subjugation and related this to their present situation.  
I found that some dynamics perpetuating ill health were tied up with residents’ 
expressed feelings of fear and shame in relation to the health system; they tended to 
avoid seeking help at the local hospital until pain or discomfort got the upper hand. As 
the fieldwork progressed it became evident that the residents’ reluctance to seek help 
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was related to two major preoccupations. The first was how, historically, Western 
medicine (the hospital and the closely related dormitory system) and the police were 
central to state attempts to control and ‘normalise’ them and turn them into whites. In 
1995, archaic practices at the hospital, such as using the community police to transport 
patients for medical programs, rendered problematic the social goals of care, on the one 
hand, and social regulation and control, on the other.  
The second preoccupation was race relations, particularly the past and present treatment 
of residents by the health and criminal justice systems and some of their personnel. The 
influence of powerful stereotypes concerning violence and drunkenness on clinical 
decisions taken by some staff was frequently raised in this context.  
To establish the historical context of the residents’ experiences I use secondary sources, 
interspersed with some residents’ accounts from my work, to trace how an evolving 
legislative framework established a cumulative regime of power over their daily lives. 
To demonstrate the intersection between services, health and law I begin with some 
recent instances of potentially preventable deaths at the hospital to show that the 
residents fear not only for their dignity at the hands of these agencies but also for their 
lives.  
 
Events at the hospital 
The ‘hospital’ was grossly overcrowded, with a tiny badly smoking kitchen: it was so tainted 
with death that people feared to go near it.vii  
This reference by Rosalind Kidd to feelings about Barambah Hospital in 1918 is 
remarkably similar to the way that current generations of residents of the town now 
known as Cherbourg feel about the hospital. Indeed, as I write in August 2006, it is just 
a matter of weeks since a twenty-five-year-old woman passed away in the car park 
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when staff failed to go to her assistance, assuming that the cousin who had brought her 
there with chest pain was the husband of a patient admitted for injuries from domestic 
violence.  
The media reported that: 
The hospital claimed a female patient mistook Ms Weazel’s friend for her drunk and violent 
boyfriend, and asked for him to be kept out… But yesterday the only two female patients at the 
hospital that night denied instructing the nurses to ignore the man, who bashed on the doors… 
the three female nurses hid behind a wall in the hospital as the man screamed for help’.viii  
Here, in a medical emergency, the police were called by hospital staff since, as the local 
mayor commented, ‘the nurse was too scared to open up [the door]’.ix A second woman, 
aged sixty-one, ‘died after being turned away from her local hospital and forced to 
hitchhike to a neighbouring town to receive medical attention’.x It is almost 
inconceivable that an ambulance was not called.xi  
Regardless of whether these actions are consistent with policy or not, from my 
observations, and from accounts from residents, these recent events typify the problems 
that Aboriginal people currently experience. Each instance consolidates the fear, 
resistance, shame and avoidance historically associated with the health system. In this 
paper I outline early race relations and the legislation that set up these dynamics.  
 
Evolving legislation, race relations and medico-legal regimes 
The relationship between settlers and Indigenous groups in Queensland was 
characterised by the explicit violence of massacres, poisonings and punitive raids.xii 
However, the relationships developing on stations and in the nascent rural towns had 
other dimensions. From about 1853, Aborigines became a cheap source of rural labour, 
sometimes paid with food, alcohol, tobacco and pipes, or sometimes not at all. In 
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Maryborough the publicans would empty the swill of various drinks into a tub and this 
'black fellows’ rum' or 'all sorts' was ‘extremely potent to the Aborigines’.xiii  As 
Aboriginal people alienated from their land increasingly came into rural towns, a major 
concern of settlers was the fear of contagious diseases for which there were few 
treatments at the time. Any real basis to such fears was exacerbated by fears of a more 
general moral pollution.xiv  
As part of the domestication of the environment, the Maryborough Chronicle reported 
in 1865 that ‘the process of extermination of the natives of the Colony… is most 
satisfactorily going on’.xv Further, a public meeting in Maryborough in the same year, 
suggested that the newly formed 1863 Vagrant Act Amendment Act be used to send 
monthly ‘as many [Aborigines] as would fill Brisbane gaol’.xvi  
It seems that the 'half-castes' reminded Europeans of the unspeakable ‘evil’ of 
miscegenation, while ‘semi-naked, drugged and besotted Aborigines were… an 
intolerable moral affront’.xvii In the late 1800s, reports from all over Queensland 
claimed that Aboriginal people were infected with syphilis and ‘the process of removing 
infected blacks principally to rescue whites from contagion remained a favourite 
device’.xviii  
Attempts to remove Aboriginal people to missions were ostensibly to protect them from 
the many ‘corrupting influences’ of white society, although it is clear that Europeans 
were preoccupied with protecting their health and their moral sensibilities and, as noted, 
were ironically ‘corrupting’ Aborigines with alcohol and tobacco as ‘payment’ for 
work. Attempts at missionisation before 1897 were made under Queensland’s 1865 
Industrial and Reformatories Schools Act and the 1863 Vagrant Act Amendment. But 
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these Acts could not stop people abandoning missions, nor did they apply specifically to 
Aboriginal people.  
Government-controlled reserves were made possible using a combination of these Acts 
with the extra legislative authority of the 1897 Aboriginals Protection and Restriction of 
the Sale of Opium Act. It ‘defined in rigid racial terms’ those who were to come under 
its ambit and sought the absolute isolation of Murris from whites. Exemptions from the 
1897 Act were possible only by ministerial approval.xix 
Cherbourg began under these arrangements as the Barambah Aboriginal Settlement in 
1901.xx Initially a philanthropic effort, it was taken over by the government in 1905. To 
legitimate removals to reserves, the authorities applied contrived categories to 
Aboriginal people, such as ‘half-castes’, ‘intractable criminals’, ‘insane’ and 
‘infectious’. Here we see the earliest instances of health/illness being linked with legal 
processes such as removal and segregation.  
The changes wrought in the everyday life of Aboriginal people on the new settlement 
involved programs that, paradoxically, attempted to incorporate them through moral and 
medical policing while seeking their absolute segregation from the surrounding 
population. These programs were initiated from the outset and signalled a white 
administrative domain constituted by institutions of health, law, training and education. 
The first school opened in 1903; in 1909 a hospital was built and a much larger 
dormitory for single girls replaced the hut and bough shelter for ‘neglected’ children. By 
1910, the reserve had a store run by the resident doctor, a male dormitory, a jail and a 
bakery.xxi A matron and a teacher were among the first appointees along with the 
superintendent and his assistant.xxii  
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These new humanitarian notions of policing  entailed a panopticon-likexxiii surveillance 
of everyday life and administrators, police and medical personnel worked in concert to 
bring this about. Keeping in mind that so-called protectors of Aboriginal people were 
also police, and that it was protectors who removed people from their country to these 
reserves, the nature of these regimes in terms of their acceptability to the residents was 
thoroughly problematic.  
 
Early memories 
The town’s residents shared memories of absurd government policies that took them 
from their country, then from their parents, and into the dormitory system. Sheridan’s 
account demonstrates the control and surveillance exercised by the hospital and the 
police and how they were directly involved in removal and oppression. She recalled:   
We came here [Barambah]… under a removal order late in 1917... Those days if you answered 
your boss... or anything they sent you to a settlement... The fear… it was cruel… They took me 
away from my mother and put me in the dormitory when I was 10 years old. Down there we had 
an old hospital where we used to live… there would be forty, fifty girls in the dormitory and we 
couldn’t go anywhere without we had two policeman escorting us. We couldn’t go to the 
hospital without an escort… had to escort us to work, escort us back, we had to go to church and 
we had to have an escort to go to church… I got sent to Woorabindaxxiv in 1935 for back-
answering an old nurse… you couldn’t back answer a white person in those daysxxv.  
On the reserve, white housing, council chambers, dormitories, school, hospital, police 
and jail, stores, churches and industries (pottery, joinery and mechanics workshop) were 
all in a separate domain for whites. Outside the business of work, sickness, punishment 
or tutelage, these areas were off-limits to Aboriginal residents—firmly placing the 
health services in a domain of white control. 
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In living memory: the consolidation of moral policing  
In Queensland, the national policy of ‘protection’ (based on the notion that Aborigines 
were a doomed race that would die out)xxvi that gave way to ‘assimilation’ was enacted 
by the punitive 1934 amendments to the 1897 Aboriginals Protection and Restriction of 
the Sale of Opium Act, and then the 1939 Aboriginal Preservation and Protection Acts. 
The 1934 amendment to the 1897 Act made sexual intercourse between an Aboriginal 
woman and a non-Aboriginal man an offence,xxvii demonstrating the comprehensive 
nature of state intrusion and control.  
The 1934 Aboriginals Protection and Restriction of the Sale of Opium Act Amendment 
Act extended the racial categories in the 1897 Actxxviii to include all people of mixed-
race background; certificates of exemption could be revoked. Kidd wrote of the public 
furore created by a group of Thursday Island residents who said they would suddenly be 
defined as Aborigines. The Chief Protector countered their public outcry with claims 
that exemptions ‘would be reinstated after medical clearance’, although this proved that 
citizenship rights had been withdrawn.xxix 
Just as in earlier days when the Maryborough residents wanted local Aborigines sent to 
gaol, this example shows that citizenship rights and officially approved ‘identity’ were 
linked with ideas of health, a dimension that clearly separates the experience of 
Aboriginal people from that of Australians generally. These amendments were 
motivated and justified by the same two central tenets as operated in the late 1800s—the 
fear of disease and the abhorrence of the progeny of liaisons between Aboriginal people 
and Europeans.  
The dormitory system removed fair skinned and ‘neglected’ children from the camp. 
According to Blake, by the 1930s the dormitories at Cherbourg housed 66 per cent of 
 
 
9 
 
children aged between five and fourteen.xxx The Protector strongly advocated that 
socialisation and training were to be the way to assimilation. This goal resulted in the 
consolidation of the dormitory system and it formed the third arm of a tripartite system 
of removals.xxxi  
These different regulations and ethnocentric strategies were remembered by many as 
dehumanising and punitive. A woman born at Cherbourg in 1929 and raised in the 
dormitory told me of the time she ran away:  
The first time I ran away, we only went as far as Goomerixxxii… The yardman cut my hair baldy 
and I got a permit to go up to the hospital off the matron—and I had a scout-boys’ scarf on my 
baldy head. I went back and picked my curly hair up and stuck them under the scarf on my head 
and marched up the hospital as if it wasn't cut. Dad saw me going to the hospital from the Boy's 
Quarters and he met me halfway and jerked all my curls out. Ha Ha! I laugh now, but I ran back 
crying. 
Despite her considerable bravado, the woman’s story reveals the depth of her 
helplessness and humiliation and shows that the administrators made the very bodies of 
the residents a vehicle for on-going and public degradation.  From this story, we can see 
how the reserve constituted a network of institutions, including health, within which 
punishment, degradation, humiliation, intimidation and control were practiced on 
Aboriginal people.  
In 1939, the Aboriginal Protection and Preservation Act was passed. It narrowed the 
definition of ‘Aboriginal’ by declaring that Aborigines had a majority of Aboriginal 
blood.  But it also extended the definition of ‘Aboriginal’ to include the over-sixteen 
children of ‘half-caste’ parents, children who were deemed to be in need of care and 
protection, children who were residents on a reserve, and children whose mother was a 
resident on a reserve.   
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This legislative move collapsed the category of ‘Aboriginal’ so that it could now be 
legally equated with a Eurocentric definition of neglect, as it was on European terms 
that the need for care and protection was defined. The 1939 Act increased the power of 
settlement administrators, and extended the range of protective law and legislation.xxxiii 
Guthrie observed that under the 1939 Act: ‘Superintendents could deal with almost any 
action as an offence. They appointed, promoted, demoted and fired their own police and 
acted as arresters, prosecutors, Magistrates, gaolers and rehabilitators.’xxxiv  
It delegated ministerial powers to the Director of Native Affairs and all removals, 
exemption certificates and ‘moral offences’ came under his jurisdiction.xxxv  
This moral panic that required such extreme forms of control as the criminalisation of 
petty personal behaviors continued to be constructed around the status of mixed-race 
people. When the anthropologist Elkin visited Cherbourg at the time of the next round 
of legal amendments—the Aboriginal Regulations of 1945—he wrote in his field-notes 
that patients at Cherbourg Hospital, ‘though bathed and washed twice daily the bed will 
be filthy by morning… they always save bits of meals to eat later… meals are at 
night’.xxxvi 
This account tells us that the hospital was more concerned with cleaning patients than 
feeding them while their exaggerated horror suggests the attribution of irrational and 
disgusting habits. Actions such as saving food for later were deemed as ‘primitive’ 
rather than as ordinary habits of self-management in a context of extreme deprivation. 
The story reveals the hospital’s role as an agent of moral regulation rather than one of 
care. 
Under conditions such as these, built on a historical background of massacres and 
persecution, it is easy to see how agencies such as the hospital, the police and the 
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administrators all constellated into a single enemy that had to be resisted, subverted, 
mocked and avoided. 
 
Assimilation 
The assimilation policy was formally adopted federally and by the states in 1937. In 
Queensland, changes under the 1945 regulations conceptualised assimilation as ‘a 
paternally managed order of “progress” from Aboriginal to European status, with steps 
administratively determined by “experts” in “human engineering”’.xxxvii Therefore, at 
Cherbourg as elsewhere, the authorities saw assimilation ‘as a simple matter of 
training’.xxxviii  
On reserves, training was undertaken in the series of age-graded and gender-separated 
dormitories that I discussed above, and further describe below. It was extended by 
practices such as sending residents aged over fifteen to compulsory jobs in the reserves’ 
institutions or on pastoral stations. One woman told me that, in the 1950s, she had to 
pay for a day pass permit to come into Cherbourg to visit her brothers in the 
dormitories, a situation she resents and ruminates on to this day. Children were 
forbidden to visit their families even if they lived on the same reserve or, as Hegarty 
describesxxxix, even when they lived in the dormitory next door. 
At the age of four, Ruth Hegarty was taken from her mother in the women and babies’ 
dormitory, put in the little girls’ dormitory and sent to school. She described ‘a single 
piece of timber lattice [that] separated the women’s section of the dormitory from the 
small girl’s ward’,xl and said that she and her mother were forbidden to talk to each 
other even though they had to eat in the same room. This type of inhumanity 
characterised the zealous approach to assimilation. Ruth Hegarty states: ‘the authority of 
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matron was something to be feared. My mother had seen what happened to those who 
spoke out against the system.’xli They endured this until finally the mother was sent out 
to work.  
Like this woman, many residents worked for decades but, since 1897, most of their 
meager wages were held in ‘trust’, a practice that is now the subject of the stolen wages 
campaign in Queensland. The government used revenue from the personal bank 
accounts of 10,450 Murris. Of the total credit of $1.8 million, $1.435 million were 
invested in Commonwealth bonds and hospital-building programs, and the state 
capitalised on the interest.xlii  Here, the health system is the beneficiary of hard-earned 
Aboriginal wages, another source of the on-going antipathy of the Aboriginal 
population toward the health system. 
 
Coming through the changes 
In 1965 the Aborigines’ and Torres Strait Islander Affairs Act replaced the Acts of 
1939–46. It, and the Aboriginal and Torres Strait Islander Regulations, came into 
operation in 1966. Far from supporting the notion of autonomy for reserves, the 1965 
Act designated residents as ‘assisted Aborigines’ who now had to have a ‘certificate of 
entitlement’ to live on reserves where previously they needed a certificate of exemption 
and work permits to leave.xliii  
Under this legislation a whole range of personal behaviours were still punishable 
offences. Intense surveillance continued, consolidating the already profoundly blurred 
distinction between private and public life. While by the 1960s dormitory children were 
allowed to visit the mission area as long as they were back at the agreed time, one 
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resident said that ‘the electricity cut out at 9 pm and the police made sure that no one 
was wandering around’. 
When young people ran away from the dormitory, the hospital, or from their jobs, the 
police were sent to retrieve them. This practice had a significant impact on the 
relationship between residents and the health system. One woman now in her fifties 
recalls her early experience at the hospital: 
The first time I entered hospital I was about 9… I was just a nose bleeder you know… every 
time my nose bled I thought I was going to die and hospital was a scary place for me. So it was 
early morning the next day everybody was asleep so I crept out—I grabbed my coat and I had 
my pyjamas… I ran all the way home hoping that no one would see me. I went under the house 
then and I laid down with our dog… I roused when I heard knocking on the door… it was the 
police—Black Trackers—”Your daughter disappeared from the hospital and Matron wants her 
back down there”. And Dad said, “Oh well we haven’t seen her she hasn’t come here yet”… I 
think he figured it out that I’d be around somewhere and he said, “She’ll be right I’ll take care of 
it”... Dad came to the back window and sang out after the police left, “You out there? Get up 
here” and I said “I don’t want to go back there—I don’t want to go back in the hospital”… the 
smell of the hospital, the sputum they used to spit in the thing and then one day you’d go there 
and next minute you’d find that they’re dead—it was really scary from a child’s perspective I 
suppose to know that people who go in there don’t necessarily come out.  
This woman respected the hospital matron, who was worried about her. It was having 
the police sent after her as if she were a criminal that frightened her as their involvement 
in such personal domestic matters intimidated her and made her angry.  
The woman’s experience of intimidation by the hospital and the police was consolidated 
in the late 1960s when she was about sixteen years old. In the following she reflects on 
her job serving food and washing up at the local hospital. She is talking about how she 
was convinced by a slightly older work mate to leave her job with one of her chores 
unfinished: 
… “Come on let’s go home early.”  I went home… next minute police at the door. ‘You’re 
wanted at the hospital—Matron wants you down there immediately.” I said “Oh no.” “Yeah”, 
they said, “get in the wagon.” I said, “I don’t want to get in the wagon. I can walk.” I didn’t want 
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to be driven down the hospital in a paddy wagon. Everybody looking at you. Shame. “No I can 
walk…” Yeah—it’s like you’ve done something wrong, seriously wrong like committed an 
offence or something.  
The speaker went on to comment about the involvement of the police with travel 
arrangements for those working outside the reserve: 
… [T]he police with any of our mob when they were out working—if they had to travel to a 
place, blackfellas used to have to report to a police station and even sleep there overnight—they 
weren’t allowed anywhere else they had to put them up in the cells overnight. 
She and others in her age group recalled the delousing and deworming parades that were 
held in public like other compulsory medical inspections where, as another resident 
reported, staff ‘just stripped you off and you just had to stand there’.xliv Some people 
recalled the medical treatments prescribed to them for various ailments and asserted that 
they were used as ‘guinea pigs’. One described a lotion that was put on her daughter’s 
teeth, which stained them bright yellow. Her mother said that you just couldn't 
complain, as this would bring further harassment and in any case there was no forum 
where Murris could approach whites as equals. 
As on all government-run reserves in Australia, random household inspections were 
frequently conducted and medical inspections of residents were compulsory.xlv If 
residents failed to turn up for these, again it was the police who were dispatched to take 
them to the hospital, further consolidating the perspective that health services were part 
of the system of intrusion and social control.  
These stories demonstrate the link between the hospital and the police as vehicles for 
state power and control. Such practices entrenched fear and mistrust in relations 
between Aboriginal people and state institutions. They impressed on people’s 
consciousness not only the implacable power of white authority, but also the ever-
present need to counter that power, with habitual techniques of defense, avoidance and 
subversion, both practical and psychic. These techniques at the present time take the 
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form of resisting medical programs and avoiding the health system where possible. I 
have observed, and others have documented, that this resistance is frequently interpreted 
by health workers as ‘laziness’ or ‘non-compliance’ on the part of Aboriginal 
patients.xlvi 
The health system cannot improve the health status of Aboriginal people without some 
attempt being made to heal the historical rifts between the two. Unfortunately these rifts 
are frequently reinforced by contemporary practice. 
 
Contemporary health practice 
As already indicated, the troubled relations between health services and the residents 
was tied up with the hospital’s historical position within the white domain and its 
immoral involvement in the regulation of daily life as a co-extension of the dormitory 
system and the police. 
However, up until the 1970s local women not only cooked and cleaned at the hospital, 
they also tended the sick and delivered babies in a separate maternity ward that was, at 
the time of my fieldwork, the doctor's residence. According to some residents, new 
equipment in the maternity ward, purchased in the late 1980s, was removed when a 
policy was adopted that babies would no longer be delivered at Cherbourg.  
The removal of birthing facilities from the town because of the high incidence of 
teenage pregnancies, became a risk factor to women and babies and infuriated the 
residents. For example, young women tried to ‘hang-on’ until the contractions were 
advanced, hoping that it would be too late to make the trip to the Kingaroy Hospital, a 
practice that increased the likelihood of a medical emergency. Young women avoided 
pre- and post-natal clinics too, although this situation seemed to improve after the 
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appointment of a Murri woman to assist the midwife in the late 1990s. Their desire to 
give birth at Cherbourg was related to a sense of ownership, identity and belonging that 
attaches to one’s birthplace, to issues concerning land rights and native title, and to 
wanting to stay close to supportive family and friends.  
Young people teased one another about the intimate nature of medical procedures to do 
with pregnancy and sexual diseases. The general attitude among men was that it was 
weak to go to the hospital. Some expressed considerable hostility toward the power the 
service wielded over their lives, and those of women and children. They resented that 
the health authorities could restrict their access to women and children both at 
Cherbourg and when sending them to Kingaroy, and they could give the women and 
children medication without negotiating with the men or giving them information. In 
addition, residents often experienced problems getting good or understandable 
information as to what had happened to their family members who had died in the 
hospital, an issue that played deeply on people’s minds and fed their fears about the 
power that staff had over them. 
The residents resented visiting in-workers, such as social welfare workers and 
nurses,xlvii who were paid well to do jobs that many community people did for free on a 
daily basis. Race relations also figured in these ruminations as residents described how 
white workers would not give Murris lifts in their cars, lend out money in times of need, 
invite them to their homes, attend social events at Cherbourg, have a drink with them, or 
otherwise engage socially. Residents felt that workers were oblivious to the living 
conditions that contributed to illnesses and so lacked empathy towards them. Further, 
residents felt patronised by some staff who did not take the time to listen, and described 
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an attitude by some hospital staff of condescension, as if they were doing them a favour 
rather than providing a paid service.  
During 1995, the visit of a medical specialist to Cherbourg Hospital saw an influx of 
white patients, presumably referred by their general practitioners for the specialist's rare 
rural visit. Murri health workers and patients alike felt frustrated that they were crowded 
out with white patients on their health budget and time. But they were outraged when 
tea and biscuits were served to the waiting white crowd, a courtesy never extended to 
Murri patients.  
From my observations during the fieldwork many people at Cherbourg refused to go to 
the hospital at all and, as a result, often became extremely ill. This was because they did 
not want to enter an arena where they felt afraid to challenge non-Aboriginal doctors 
and nurses, and feared the things they might do and say to them. When residents did 
access services, usually at a point of emergency or crisis, the experience was frequently 
a source of embarrassment, confusion, fear and misunderstandings on all sides. This 
was as much about race relations as cultural differences: health services are generally 
controlled by governments that oppress Aboriginal people, and some hospital personnel 
allowed their fear and negative judgments to figure prominently in their clinical 
decision making, as demonstrated in the following.  
 
‘Are you a drinker too love?’ 
The assumptions made by health professionals about Aboriginal people’s use of alcohol 
contribute to high levels of morbidity through misdiagnosis and/or alienation of people 
from the hospital. That is, there is a demonstrable relationship between race relations 
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and morbidity, and alcohol has become thoroughly implicated in the dialectic of this 
relationship. 
In a staff development activity with the author, staff complained that they had no 
psychiatric, or drug and alcohol training and spoke of the illnesses and injuries that 
brought Murris to the hospital as ‘self-inflicted’ (related to alcohol and interpersonal 
violence). They freely admitted to being totally fed up with attending to injuries and 
illnesses of this nature. Even more insidious and dangerous, however, was the fact that 
many nurses operated with the assumption that all people at Cherbourg drink, and do so 
to excess. Scores of people told me stories of going to the hospital and being insulted by 
this stereotyping. Here are some examples. 
A local woman took a friend to Cherbourg Hospital in 1996. The pair had the usual long 
wait, only to be told that ‘the doctor was on his break’. After about an hour, they called 
the nurse and asked when the woman would be seen. The nurse said to the 
accompanying woman, ‘are you a drinker too love?’ The woman asked the relevance of 
the question and pointed out that neither she, nor her friend, drank alcohol and that their 
presentation at the hospital had nothing to do with alcohol. She complained about the 
length of time they had been waiting. The nurse’s response was, ‘well piss off then!’  
Another example in 1999 involved a thirty-eight-year-old schoolteacher, who, at around 
three in the morning, went to the hospital with severe abdominal pains. Although she is 
a non-drinker, her partner, who had been drinking, accompanied her. When the nurses 
saw the couple they refused to let them into the hospital and said they should come back 
in the morning. It eventuated that she had an ectopic pregnancy, a potentially life-
threatening condition, for which she was refused service solely on the basis of staff 
assumptions about alcohol use and users.xlviii  
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There were undoubtedly some very dedicated nurses and doctors at the hospital but, as 
demonstrated by the two deaths involving the hospital with which I open this paper, 
apathy and fear, as well as assumptions about drunkenness and violence, can be fatal 
and persist in producing tragic outcomes through time. In 1984 a thirty-year-old man, 
Gregory Michael Dunrobin, hung himself in the Cherbourg watch-house—his death was 
examined by the Royal Commission into Aboriginal Deaths in Custody (RCIADIC). 
Wyvill reported that Dunrobin was admitted four times to the Cherbourg Hospital in the 
seven weeks before he died.xlix He had discharged himself several times, but on the 
night he died he went to the hospital complaining of ‘noises in the head’ and was 
assessed by a nurse as being ‘a nuisance’.  
Dunrobin reluctantly left the hospital, was apprehended by the police on the streets, 
arrested, and placed in the watch-house where he hanged himself. The RCIADIC 
determined the cause of death as suicide. However, from the perspective of some 
community people, Dunrobin died of neglect because the alcohol withdrawal syndrome 
from which he was suffering was considered by the nurse to be a nuisance, not a 
medical emergency, while the police determined it a crime. 
Reports such as this from the RCIADIC, produced between 1988 and 1992,l  
are the best published accounts of the inter-relationship between the health and criminal 
justice systems in Aboriginal Australia. They show that the issues discussed in this 
paper extend far beyond Cherbourg. The RCIADIC also examined what happened in 
1984 to Charlie Kulla Kulla (Qld) who ‘was ill, in the advanced stages of septic shock 
and pneumonia, lying on a trolley in the Coen Hospital, when he was arrested for being 
drunk in a public place’.li He was incarcerated and died later in Coen watch-house. His 
death was attributed to ‘natural causes’ by the RCIADIC. 
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Conclusion 
This paper explored the cumulative impact of medico-legal regimes and sought to 
clarify why it is that, although society generally perceives the health and criminal justice 
systems as discrete institutions, many Aboriginal people see them as connected 
institutions:  as institutions that act—in times past and present—to marginalise 
Aboriginal people and promote the agenda of the dominant culture through the powerful 
agency of medicine and law. The paper shows that the intimate relationship between 
moral regulation by police, and notions of health based on European ideals was 
consolidated during the eras of protection, segregation and assimilation policies, and 
persists in the present through those of self-management and self-determination.  
The history of a legislative framework based on race promoted racial stereotyping and 
facilitated the removal of people from their country.  This removal had enduring and 
profound consequences on their health and wellbeing. Legislation also enabled intrusive 
scrutiny of people’s personal lives, and the health system and police were central to 
these practices. This legislative history drives dynamics that operate today on two fronts 
to perpetuate Aboriginal people’s poor overall health status.  
Firstly, it produces, as a form of resistance and an expression of fear, the avoidance of 
health services and medico-moral regulation that is evident among some of the 
residents.  I argue that the health system is experienced not merely as a set of 
institutions that aims to prevent and cure disease, but as playing a central role in 
colonisation and, from an Aboriginal perspective, in the deaths of many loved ones. The 
health system lays down moral programs for how people should live their lives, which 
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alienate individuals and negate their social realities and history by equating health with 
moral worth.lii  
From my experience, Aboriginal people are acutely sensitive to moralising attitudes and 
strongly resist attempts to tell them how they should live. Residents’ avoidance of, and 
criticism of, health services can be read as commentary on the practices I have 
described. Their narratives about hospitals and health services are an attempt to exert 
control and extract meaning in relation to contexts where they have experienced 
profound powerlessness.  
Secondly, a legislative history based on racial constructs informs the attitudes and 
actions of many mainstream health staff, who express dominant value systems in their 
daily work at health services. Further, the cultural construction of illness constantly 
reproduced by the statistical reports of Aboriginal (ill) health, also influences the way 
staff think by activating stereotypical ideas about Aboriginal people. I would argue that 
the staff’s fearful reactions are related to these stereotypes, and that their subsequent 
actions lead to the outcomes I have described. Health policy processes, along with staff 
attitudes, consolidate the ideology of ‘wellness as virtue’liii and illness as an indication 
of some moral failing.  Finally, the on-going involvement of police in health matters 
appears to residents as being very similar to what their families experienced in the past. 
Thus, this paper demonstrates that it is not innate tendencies within individuals or 
cultures that make health difficult to achieve or maintain. Rather, it is conflicting social 
and political values resulting in oppressive and inequitable structures and processes. 
Improvements in health cannot be achieved by more or better health services, 
particularly if people refuse to access them or do so only in the advanced stages of an 
illness. The unfinished business between Aboriginal people and the Australian state, in 
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terms of acknowledgment and reparation for the past, leaves many in an undeclared 
state of war that impacts on health not only in terms of service access, but also in terms 
of employment, education, housing and high incarceration rates. 
In short, health and illness occur in a complex interrelationship of biological, 
environmental, cultural and social factors that have historical, political, economic, and 
spiritual dimensions. Each new generation carries the burden of history and many feel a 
sense of exclusion from society. As a result they carry feelings of fear, mistrust, 
disappointment and resentment toward state institutions, including the health system.  
These feelings are reinforced by continuing trauma experienced as part of their 
interactions with hospitals, and with the police, such as was experienced on Palm Island 
around the death of Mulrunji Doomadgeeliv and many others like it. Disappointments 
are reinforced by failures of social justice from Land Rights and Native Title,lv and the 
lack of practical outcomes from high-profile processes such as the RCIADIC, the 
National Inquiry into the Removal of Aboriginal Children from their Families,lvi and the 
first (1989) National Aboriginal Health Strategylvii.  
Despite the good grace with which Aboriginal people initiate or participate in one after 
another of these processes, the result is rarely a concrete generalised improvement for 
their families and communities and leave many burnt-out and apathetic about the next 
‘whitefella solution’ to come along. 
Indeed the next ‘whitefella solution’ came along as this paper was being finalised. In 
June 2007, the Howard Government announced, dramatically, that police and the army 
would ensure ‘compulsory health checks’lviii to address violence and child sexual abuse 
in Aboriginal communities in the Northern Territory.lix The government’s sudden 
declaration of a ‘national emergency’ about circumstances that were well known and the 
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subject of various reports and inquiries over decades,lx the linking of health with the 
police and the army, the focus on alcohol as the cause of the problems rather than the 
result of decades of government neglect, and the opportunistic erosion of Northern 
Territory Land Rights, all demonstrate the profound relationship between past and 
contemporary processes.  
These developments are further evidence, if any was needed, of why establishing trust 
between Aboriginal people and government institutions is so challenging, and why 
establishing that trust just got that much harder again. This authoritarian approach, 
racially based and targeted as always, predictably swerves around the need for political 
representation, jobs, economic opportunities, education, resources, capacity building, 
and the establishment of sufficient conditions for the development and maintenance of 
health and wellbeing.  
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